Recently Barrett and Franklin (1949-5?) The remaining 12 cases have been available for review. In one case, Mrs N., the division of the muscle fibres was incomplete and much too limited and the operation necessarily failed to relieve the symptoms.
Before the division of the circular muscle fibres was completed, a small tear appeared in the exposed mucosa as a result of traction on the stomach. The closure of the opening was perhaps more thorough than was needed. To make certain that there would be no leakage, the divided muscle was sutured together again.
It was surprising that the patient was completely relieved of dysphagia for some months. When the symptoms returned, no relief was obtained with a hydrostatic dilator and a transpleural cesophagogastrostomy was performed (Fig. 7) . Again the dysphagia was completely relieved but only for a time, as oesophagitis developed as described by Barrett and Franklin. Fortunately her symptoms are at present in abeyance and for a Period of a year she has been well apart from slight anaemia, and has been free of dysphagia.
In December 1946, 10 of the cases were examined and X-rayed, at intervals of from one year to four years after Heller s operation. All the patients were in good condition and well, with an average gain 2 stones in weight. All were able to take a full normal diet. None had had any difficulty in swallowing and no regurgitation had occurred in any of the cases (Fig. 8) (Fig. 9) .
The fact that there is some delay in emptying of the oesophagus after the dysphagia has been relieved is not appreciated by the patient ; he differs in this respect from a normal individual with thick barium lr* the oesophagus who is conscious of its presence and gets rid of it by repeated acts of swallowing.
The cause of the delay in emptying of the oesophagus is not apparent. It may be that there is still some trace of obstruction unrelieved by the ?peration, perhaps due to too limited division of the muscle or to scar tissue.
An explanation worthy of consideration is that peristalsis in the Esophagus is abnormal in cardiospasm. Irregularities in peristalsis seen before operation suggest that the inco-ordination is not confined to the area of the sphincter. The same slight delay in emptying of the eesophagus was observed in my case of oesophago-gastrostomy soon after the operation, although barium was freely entering the stomach through an ample stoma. I have seen a different picture when the eesophago-gastrostomy has been done after resection of a malignant stricture at the cardia ; in such a case, when the previously dilated oesophagus is otherwise normal, the barium may flow so rapidly into the stomach that it is difficult to visualise the oesophagus, although this can readily be done when the patient is recumbent and tilted so that the barium flows back into the oesophagus.
The tendency of the dilatation of the oesophagus to persist in advanced cases of cardiospasm is in striking contrast to the restoration ?f the stomach to a normal size after a simple pyloric stenosis has been relieved by operation.
In nearly all the descriptions in the literature regarding the results ?f the various operative procedures employed in cardiospasm, reference as made to the fact that the radiological appearance of the oesophagus seldom shows an improvement corresponding to the relief of symptoms. 
